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ABSTRACT
The purpose of this study was to evaluate the discriminant validity of scores 
from the Adolescent Behavior Checklist (ABC), an adolescent self-report measure 
o f ADHD symptomatology for adolescents ages 11-17 years (n=60). Validity was 
assessed through correlational, univariate, and discriminant function analyses using 
three groups: (I) adolescents diagnosed with ADHD; (2) adolescents currently 
experiencing a mood and/or anxiety disorder; and (3) adolescents with no major 
psychological disorder. Convergent and divergent validity o f the ABC factor 
scores was demonstrated through correlational results with: (1) parent- and 
adolescent-report of ADHD symptoms during structured psychiatric interviews; 
and, (2) scores on questionnaires measuring related and non-related constructs. 
Univariate analyses indicated that the ADHD group obtained significantly higher 
scores than did the normal adolescents across all ABC factors. Additionally, the 
ADHD group scored significantly higher than did the psychiatric controls on the 
following ABC factors: Conduct Problems, Impulsivity/Hyperactivity, and Social 
Problems. Results from discriminant analyses supported the reliability of ABC 
scores in correctly classifying subjects into groups. When compared to the Youth 
Self-Report, the ABC was found to be somewhat better at classifying subjects, 
especially when used in a multi-informant discriminant analysis. Therefore, overall 
results from the current study suggest that the ABC is a valid and useful self-report 
screening measure for ADHD symptoms and related difficulties.
v
INTRODUCTION
Attention-deficit hyperactivity disorder (ADHD) is characterized by 
developmentally inappropriate levels of impulsivity, inattention, and hyperactivity 
(American Psychiatric Association, APA, 1987). Core symptoms develop in 
childhood (often in preschool years) are typically chronic in nature, and occur 
across situations (Barkley, 1987a). The disorder occurs in as many as three to five 
percent of children and is more commonly found in males than females (APA, 
1987). This paper reviews the diagnostic criteria for ADHD, ADHD characteristics 
in adolescents, assessment of adolescents with ADHD, and a description of a 
recently-developed, self-report questionnaire for ADHD adolescents.
Various guidelines have been utilized in diagnosing children with ADHD 
(American Psychiatric Association, 1987; Barkley, 1982). The criteria established 
in the third revised edition of the Diagnostic and Statistical Manual (DSM-III-R; 
APA, 1987) are the most widely used set of criteria for establishing an ADHD 
diagnosis. DSM-III-R provides a list of 14 items or symptom descriptors in which 
a minimum of eight must be present in order to diagnose the disorder. This cutoff 
score was established through a clinical field trial in which a minimum of eight 
symptoms was found to be the most accurate at classifying children with ADHD 
(Barkley, 1987a). However, the field trial also demonstrated that eight symptoms 
was an inappropriate cutoff score for both preschoolers and adolescents (Barkley, 
1987a). Specifically, Barkley (1990) reported that a score of 10-14 symptoms 
should be used with preschool-age children given the age-appropriateness and 
frequency of ADHD symptoms in normal preschool development. Alternatively, 
researchers in a follow-up study (Barkley, Fischer, Edelbrock, & Smallish, 1991)
1
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suggested that a cutoff score of 6 of 14 symptoms (97th percentile o f their 
adolescent sample) should be utilized when diagnosing adolescents. The DSM-III- 
R requires that these symptoms must be exhibited at a "developmentally 
inappropriate" level; however, developmental deviance is not operationally defined 
or specified. Finally, the DSM-III-R requires that the ADHD symptoms have had 
their onset prior to age seven and have been present for a minimum duration of six 
months (APA, 1987).
DSM-IV (APA, 1994), the most recent set of diagnostic criteria, provides 
two separate lists of symptoms: Inattention and Impulsivity/Hyperactivity. Based 
on whether a child meets the minimal number of symptoms from one or both of 
these lists, one of three subtypes of ADHD can be diagnosed: (1) Attention- 
Deficit/Hyperactivity Disorder, Combined Type; (2)) Attention- 
Deficit/Hyperactivity Disorder, Predominantly Inattentive Type; and, (3)) 
Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive 
Type. Unlike the DSM-III-R (APA, 1987), DSM-IV also requires that: (1) 
impairment from symptoms must be present in at least two different settings (e.g., 
school, home); (2) evidence of clinically significant impairment in academic, 
social, or occupational functioning must be apparent; and, (3) symptoms cannot 
occur exclusively during the course of other disorders such as Pervasive 
Developmental Disorder or Schizophrenia, and are not more appropriately 
accounted for by another disorder such as anxiety or depression.
Recent conceptualization of ADHD has emphasized deficits in inhibition 
and regulation of behavior. In fact, symptoms indicating poorly regulated activity 
and impulsivity have proven more effective than inattention in discriminating 
ADHD children from normal children and psychiatric controls (Barkley, 1990).
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Also, variability of behavior problems across different settings, tasks, and 
caregivers has been noted as a distinctive feature of the disorder (Barkley, 1987a, 
1990). For example, ADHD core symptoms have been found to be significantly 
greater in tasks that require sustained attention or performance, activities that are 
boring, and tasks that provide low rates of or delays in reinforcement (Barkley, 
1987a). With respect to caregivers, ADHD children have been found to exhibit 
more problem behaviors with mothers than with fathers (Tallmadge & Barkley,
1983). Similarly, fewer ADHD symptoms may be observed in brief and novel 
situations (e.g., initial office visit) (Sleator & Ullmann, 1981) and in unstructured 
play situations than in academic settings (Barkley & Ullman, 1975; Milich, Loney, 
& Landau, 1982),. In conclusion, it has been argued that the "hallmark" of ADHD 
is a disturbance in inhibition and regulation of behavior in response to situational 
demands rather than inattention (Barkley, 1990).
ADHD in Adolescence
Until the 1970's, clinicians generally believed that ADHD represented a 
maturational lag in which core symptoms diminished or disappeared by 
adolescence and early adulthood (DuPaul, Guevremont, & Barkley, 1991; 
Gittelman & Mannuzza, 1985; Klorman, 1986). In contrast, recent longitudinal 
prospective studies have documented that ADHD symptoms persist into 
adolescence for a large majority of ADHD children (Brown & Borden, 1986; 
DuPaul et al., 1991; Klee & Garfinkel, 1983). Furthermore, ADHD children have 
been shown to be at significant risk for additional problems with academic failure, 
school-related behavior, antisocial behavior, and poor social relationships in 
adolescence (Hechtman & Weiss, 1983; Klein & Mannuzza, 1991; Thorley, 1984). 
Significant predictors of poorer adolescent outcome have been shown to be
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aggressive and oppositional behavior, poor peer relations, parental 
psychopathology, lower levels of intelligence, and low socioeconomic status 
(Barkley, 1987a, 1990).
Most outcome studies have concluded that ADHD adolescents continue to 
exhibit significantly high levels of poor impulse control and inattention (Cantwell, 
1986; DuPaul et at., 1991; Gittelman & Mannuzza, 1985; Gittelman, Mannuzza, 
Shenker, & Bonagura, 1985). Although activity level appears to diminish with age, 
ADHD adolescents reportedly continue to display significantly higher activity 
levels than that of their peers (Minde, Weiss, & Mendelson, 1972; Weiss, Minde, 
Werry, Douglas, & Nemeth, 1971). Researchers have found that gross-motor 
activity level may be less in adolescence than childhood, yet ADHD adolescents 
continue to grapple with problems of restlessness and nervousness (Ackerman, 
Dykman, & Peters, 1977; Stewart, Mendelson, & Johnson, 1973). Indeed, 
restlessness was the most frequent self-reported symptom by ADHD adolescents 
(Gittelman & Mannuzza, 1985). Distractibility and poor concentration also were 
primary complaints by adolescents diagnosed with ADHD (Cohen, Weiss, & 
Minde, 1972; Stewart et al., 1973; Weiss et al., 1971). In his review, Barkley 
(1987) reported that at least 66% of hyperactive adolescents continue to complain 
of problems with inattention, impulsivity, and restlessness.
An 8-year prospective follow-up study of ADHD children was conducted 
which utilized rigorous research criteria for diagnosis of ADHD (Barkley, Fischer, 
Edelbrock, & Smallish, 1990; Barkley, Fischer, Edelbrock, & Smallish, 1991; 
Fischer, Barkley, Edelbrock, & Smallish, 1990). The data included structured 
interviews with the parent and adolescent, various multi-informant behavior rating 
scales, and direct observation of mother-adolescent interaction and academic
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performance. These authors concluded that 72% of their hyperactive children 
continued to receive the ADHD diagnosis as adolescents at follow-up. Likewise, 
Gittelman et al. (1985), using a prospective follow-up (ages 16-23) found that 31% 
of the ADHD proband sample continued to qualify for the ADHD diagnosis at 
follow-up, whereas only 3% of controls were diagnosable as ADHD. However, the 
ADHD proband sample consisted of children who were referred for behavior 
problems in school and who were rated as hyperactive by teachers and parents or 
clinical staff. Because these ratings were obtained prior to DSM-III, children were 
not assessed for the primary characteristics of ADHD (i.e., inattention, impulsivity, 
excessive motor activity). Therefore, this methodological shortcoming limits 
interpretation of the results. In an uncontrolled, prospective follow-up study of 
hyperactive adolescents (ages 12-16), researchers found that 84%, 77%, and 71% of 
the sample reported significant problems with impulsivity, inattention, and activity 
level, respectively (Mendelson, Johnson, & Stewart, 1971).
Outcome research also suggests that many ADHD adolescents exhibit 
characteristics of conduct disorder and oppositional-defiant disorder (Barkley et al., 
1990; Gittelman et al., 1985; Munir, Biederman, & Knee, 1987). Researchers 
found that ADHD adolescents were three times more likely (68% vs. 22%) and four 
times more likely (39% vs. 10%) to receive additional diagnoses of Oppositional 
Defiant Disorder (ODD) and Conduct Disorder (CD), respectively, than were 
adolescent controls (Barkley, Anastopoulos, Guevremont, & Fletcher, 1991). In 
their review, Brown and Borden (1986) concluded that the report of conduct 
problems has been the most pervasive complaint with ADHD adolescents.
Hyperactive adolescents have been described as rebellious (Minde et al., 
1972) and oppositional (Ackerman et al., 1977). Specifically, ADHD adolescents
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have been found to exhibit significant levels of lying, cursing, stealing, fighting, 
running away, and fire-setting when,compared to a normal control group of 
adolescents (Barkley et al., 1990). In uncontrolled studies, researchers 
demonstrated that ADHD adolescents displayed numerous conduct problems or 
antisocial behaviors (Mendelson et al., 1971; Stewart et al., 1973). Many ADHD 
adolescents were found to have had some contact with police and some ADHD 
adolescents had been institutionalized or arrested (Hoy, Weiss, Minde, & Cohen, 
1978; Lambert, Hartsough, Sassone, & Sandoval, 1987; Satterfield, Hoppe, & 
Schell, 1982).
Generally, most outcome studies have found a significant level of conduct 
and antisocial behavior problems despite differences in reported incidence rates or 
levels of severity (Weiss, 1985). Milich and Loney (1979) noted that many studies 
did not include a control group; therefore, it is difficult to ascertain the extent to 
which increased conduct problems may reflect normal adolescent development. 
Also, discrepancies in findings may likely be attributed to the use of different 
intake criteria. Conduct problems were likely a confound in the initial proband 
sample of many studies (e.g., Satterfield et al., 1982) in that many ADHD subjects 
also exhibited conduct disturbances. Nevertheless, one study did use ADHD 
subjects who lacked significant conduct difficulties and still found that these 
subjects were at significant risk for antisocial behavior or conduct disorders in 
adolescence (Gittelman et al., 1985).
Hyperactive adolescents, like their younger counterparts, have been shown 
to experience significant levels of academic failure and school-related behavior 
problems (Brown & Borden, 1986; Hechtman, 1989; Hoy et al., 1978; Weiss,
1985). As many as 70% had failed at least one grade and as many as 35% had
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repeated two or more grades (Weiss et a!., 1971). Indeed, ADHD adolescents were 
three times more likely to fail a grade and eight times more likely to drop out of 
school or be expelled than a non-ADHD adolescent comparison sample (Barkley et 
al., 1990). With a highly-controlled prospective follow-up study, researchers found 
that ADHD adolescents obtained significantly lower academic achievement scores 
on a standardized test when compared to controls who were matched on intellectual 
functioning (Fischer et al., 1990). ADHD adolescents also have been found to 
utilize significantly more special education services (as much as 33% of ADHD 
sample) than normal adolescents (Barkley et al., 1990; Mendelson et al., 1971; 
Weiss etal., 1971).
Many researchers also report significant school behavior problems with 
ADHD adolescents (Klein & Mannuzza, 1991; Milich & Loney, 1979). For 
example, ADHD adolescents experienced higher rates of visits to the principal's 
office, suspensions, and expulsions (Barkley et al., 1990; Hoy et al., 1978; Lambert 
et al., 1987). Similarly, one study reported that 59% of their ADHD adolescents 
were described as a "discipline problem" at school by their mothers (Mendelson et 
al., 1971).
Socially, ADHD adolescents have been found to experience significant 
difficulties in relationships with peers, parents, and other authorities (Brown & 
Borden 1986; Hechtman, 1989). Parents of ADHD adolescents reported that their 
children have few friends (Weiss et al., 1971), are less socially competent than their 
peers (Barkley, Anastopolous, Guevremont, & Fletcher, 1991), and spend most of 
their time alone or with younger peers (Hoy et al., 1978). Minde and colleagues 
(Minde, Weiss, & Mendelson, 1972), using a 5-year prospective follow-up study 
(mean age of 13 years), found that approximately one-third of the hyperactive
8
adolescents experienced peer relationship problems (e.g., "no constant friend" or 
"no social contacts at all"). In an 8-year prospective follow-up, researchers found 
that parents of ADHD adolescents reported experiencing significantly more 
frequent and intense conflicts with their adolescent than parents of normal 
adolescents (Barkley, Fischer, Edelbrock, & Smallish., 1991). In contrast, the 
ADHD adolescents themselves did not report experiencing significantly more 
conflicts than their normal peers.
Although a high level of agreement has been found regarding the types of 
problems that ADHD adolescents experience, outcome studies have found 
discrepant results with respect to incidence rates and severity of problem behaviors 
(Weiss, 1985). Several methodological shortcomings have been found in the 
outcome literature: (1) using retrospective designs (e.g., Blouin, Bomstein, & 
Trites, 1978), providing little information on subject selection criteria (e.g., Huessy, 
Metoyer, & Townsend, 1973), using predominantly male samples (e.g., Munir, 
Biederman, & Knee, 1987), not controlling for subjects' medication usage (e.g., 
Stewart et al., 1973), and having inadequate or no control samples (e.g., Cohen et 
al., 1972; Hoy et al., 1978; Mendelson et al., 1972). Discrepancies in research 
findings may likely be a direct result of these differences in experimental design 
and methodological limitations (Weiss, 1985).
In review, the outcome literature indicates that ADHD children and 
adolescents are at risk for significant problems with inattention, impulsivity, and 
hyperactivity, as well as associated conduct, academic, and social disturbances. 
Actually, these associated difficulties become the more prominent complaints with 
ADHD adolescents (Brown & Borden, 1986; Weiss et al., 1971). Since academic 
and social pressures increase during adolescence, some ADHD children may
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present with significant adjustment difficulties for the first time during this 
developmental period (Wender, 1983). Not only does the social environment 
extend beyond a single classroom and the family; but also, increased demands are 
placed upon an adolescent to behave in a more independent and responsible manner 
(Barkley, 1990; Murphy & Pelham, 1989).
Assessment of ADHD in Adolescents
Despite the documented persistence of ADHD and associated difficulties 
into adolescence, few studies have been devoted specifically to the assessment and 
diagnosis of the disorder in adolescents (Brown & Borden, 1976). Although the 
core characteristics of ADHD should remain the major variables of interest 
(Murphy & Pelham, 1989), evaluation procedures also should assess other 
disorders (e.g., conduct disorder, oppositional-defiant disorder) and adjustment 
difficulties (e.g., academic, social) which commonly occur with ADHD adolescents 
(DuPaul et al., 1991). As is true with younger ADHD children, ADHD is not a 
"...unitary behavioral dimension, but a complex constellation of a number of related 
symptoms" in adolescents (Brown & Borden, 1986, p. 202). In addition, the 
developmental aspect of adolescent ADHD is not simply an upward extension of 
childhood ADHD. Thus, adolescent diagnostic evaluation should focus on a 
broader sample of behavioral and emotional problems (Barkley, 1987a, 1990; 
DuPaul et al., 1991).
DuPaul, Guevremont, and Barkley (1991) proposed a multi-method, multi­
informant assessment approach for the evaluation of ADHD adolescents. They 
recommended using multiple sources (e.g., parent, teacher, adolescent) of 
information across various settings (e.g., school, home, clinic). Assessment should 
include different methods such as structured interviews, direct observations,
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psychological tests, and behavior rating scales. The authors provided a rationale for 
using a multimethod assessment: "Theoretically, the advantages and limitations of 
each assessment component are balanced by the respective characteristics of the 
remaining evaluation measures" (DuPaul et al., 1991, p. 241). For example, 
laboratory tests have been criticized for lacking ecological validity and not directly 
assessing the adolescents' environment. However, they have been recommended 
for use in an evaluation as their objectivity offsets the subjective nature of 
interviews and behavior rating scales (Barkley, 1987a, 1990; Brown & Borden,
1986). Still, because of the specificity of information provided through structured 
interviews and behavior rating scales, these data often are weighted more heavily 
than observational or laboratory results in the diagnostic process (Barkley, 1988; 
DuPaul etal., 1991).
Structured Interviews. Structured interviews have been included in a 
multimethod assessment approach because they provide information regarding the 
history of behavioral difficulties as well as current problems (DuPaul et al., 1991). 
Specifically, structured interviews indicate the frequency, chronicity, and onset of 
behavioral symptomatology (DuPaul et al., 1991). These interviews utilize 
standardized guidelines for interview questions and recorded responses. Various 
structured interviews have been developed to assess the symptoms and diagnostic 
criteria for childhood and adolescent disorders according to DSM-III criteria (APA, 
1980): Kiddie-Schedule for Affective Disorders and Schizophrenia (K-SADS; 
Puig-Antich & Chambers, 1978); Diagnostic Interview Schedule for Children 
(DISC; Costello, Edelbrock, Kalas, Kessler, & Klaric, 1982); and Diagnostic 
Interview for Children and Adolescents (DICA; Heijanic, Brown, & Wheatt, 1975). 
Each of the aforementioned interviews provides separate interview formats of
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children or adolescents and their parents. In addition, structured interviews have 
been developed specifically for adolescents to include ADHD symptoms: Teenager 
or Young Adult Schedule (TOYS; Gittelman & Mannuzza, 1985), and a modified 
version of the NIMH Diagnostic Interview Schedule (Robbins, Helzer, Croughan,
& Ratcliff, 1981).
Structured interviews offer the following advantages: utilizing a 
standardized format of questions which enhances reliability; and, assessing 
information which is crucial to ascertaining diagnoses (e.g., symptom onset and 
frequency) (DuPaul et al., 1991). Still, these interviews are limited by their lack of 
demonstrated psychometric properties (e.g., construct, concurrent, and predictive 
validities), their adherence to outdated DSM-III criteria (APA, 1980), and their 
modest reliability coefficients between parent-report and child-report of symptoms 
and diagnoses (Edelbrock & Costello, 1984) (DuPaul et al., 1991).
Based on structured interview data, researchers obtained significant 
differences in assigned child diagnoses between child and parent report (Earls, 
Smith, Reich, & Jung, 1988). They found the highest concordance rates for ADHD 
and ODD and lowest concordance rates for substance abuse and anxiety disorders 
(Earls et al., 1988). Indeed, a few studies found that parents tended to report more 
behavioral symptoms than their children; whereas, the children reported more 
subjective symptoms (e.g., anxiety, depression) and conduct problems (e.g., 
substance abuse) (Herjanic & Reich, 1982; Reich, Heijanic, Weiner, & Gandhy, 
1982). Still, older children (ages 12-16) generally obtained higher agreement with 
their mothers than younger children when using the DICA (Reich et al., 1982). In a 
more recent investigation, results showed much better agreement between mother 
an child pairs using the DICA (Weiner, Reich, Heijanic, Jung, & Amado, 1987).
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Reich and colleagues concluded that direct interviews with both children 
and their parents provides a more complete description of childhood 
psychopathology than either informant alone (Reich et al., 1982). Indeed, Reich 
and Earls (1987) developed provisional rules for assigning summary psychiatric 
diagnoses using both parent and child interview data. In general, both parent and 
child agreement should be obtained to diagnose ADHD and Oppositional Defiant 
Disorder. However, a diagnosis of Conduct Disorder can be made from either 
parent or child report. Finally, the child’s interview alone should be used to 
diagnose depressive and anxiety disorders.
In the past few years, the DICA has been extensively revised (Reich, 
Shayka, & Taibleson, 1991). It is referred to as the DICA-R given its substantial 
revision and utilization of DSM-III-R (APA, 1987) criteria. It consists of three 
interview versions: Parent (DICA-R-P), Child (DICA-R-C;ages 6-12), and 
Adolescent (DICA-R-A; ages 13-17). Separate versions allows for age-appropriate 
wording of interview questions. Questions refer to the child's entire lifespan and 
assess the onset, frequency, and duration of behavioral symptomatology (Reich et 
al., 1991). Because the DICA-R has been available only recently, evidence of 
psychometric properties is limited. Still, initial reliability and validity estimates of 
the interview have been good (Kaplan & Reich, 1991).
Rating Scales. Behavior rating scales also are a convenient and integral 
component of multimethod assessment. First, behavior checklists are "...simple and 
efficient in terms of time, cost, equipment, and personnel" particularly when 
compared to other assessment techniques (e.g., laboratory measures, direct 
observation) (Edelbrock & Rancurello, 1985; p. 429). Second, Barkley (1987) 
indicated that "the use of parent and teacher ratings of child behavior problems is
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imperative in order to evaluate the developmental appropriateness of these 
caregiver complaints" (p. 211). Through the use of normative comparisons, the 
statistical and developmental deviance of problem behaviors can be considered in 
making an ADHD diagnosis (Barkley, 1987a; DuPaul et al., 1991). Finally, 
Edelbrock and Rancurello (1985) noted that behavior rating scales provide a 
mechanism for comparing informant perceptions, identifying salient problem areas, 
and assessing the extent to which diagnostic criteria are met.
Numerous parent and teacher rating scales have been used for the evaluation 
and diagnosis of ADHD children. Most widely used questionnaires include: Child 
Behavior Checklist (CBCL; Achenbach & Edelbrock, 1983,1991a); Teacher 
Report Form (TRF; Achenbach & Edelbrock, 1986,1992); Conners Parent Rating 
Scale-Revised (CPRS-R; Conners, 1989; Goyette, Conners, & Ulrich, 1978); and, 
Conners Teacher Rating Scale (CTRS; Conners, 1989).
Achenbach and Edelbrock (1983,1986, 1987) published a multiaxial, 
empirically-based assessment system for children which includes the Child 
Behavior Checklist (CBCL; parent-report), Teacher Report Form (TRF; teacher- 
report), and Youth Self-Report (YSR; adolescent-report). The questionnaires were 
rigorously developed and standardized for the assessment of general childhood 
psychopathology. Recently, the behavior rating scales were revised in order to 
provide "...a more uniform set of syndrome scales across age/sex groups and 
instruments" (Achenbach & Edelbrock, 1991a, 1991b, 1992). Specifically, the 
revised measures produce cross-informant syndrome scales that are common to 
both sexes and different ages for all of the Achenbach questionnaires.
The CBCL and TRF each consist of 113 problem items which are scored on 
a 3-point likert-scale (0=not true; 2=very true). Each questionnaire produces two
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broad-band factors and eight narrow-band factors. Satisfactory levels of stability, 
validity, and inter-informant agreement have been demonstrated (Achenbach & 
Edelbrock, 1991a, 1992). Both measures have been shown to adequately 
discriminate ADHD children from other psychiatric groups and normal children 
(Achenbach & Edelbrock, 1991a, 1992). However, they do not have a separate 
hyperactivity scale which limits their utility with ADHD children (Barkley, 1987a, 
1990).
The Conners Parent Rating Scale (CPRS) and Conners Teacher Rating 
Scale (CTRS) are two of the most commonly used questionnaires in research with 
ADHD children (Barkley, 1987a). The CPRS is available in several versions each 
with varying lengths of items (10,48, and 93) and different subscales (Conners,
1989). The most adequate normative data has been published for the 48-item 
version which presents normative information with respect to different age groups 
and gender. The CPRS-48 yields five factor scales, including a Hyperactivity 
Index. Yet, it has been found that the Hyperactivity Index confounds ADHD 
symptoms with aggressive and oppositional/defiant behaviors (Barkley, 1987a).
The CTRS also is available in different forms (10-, 28-, and 39-item) and is 
somewhat comparable to the Conners Parent Rating Scale versions. The CTRS-28 
(Goyette et al., 1978) is a revised version of the CTRS-39 (Conners, 1969) and 
provides normative information across a wider age range (e.g., 3-17 years). Like 
the CPRS, the CTRS also is commonly used in research and possesses adequate 
psychometric properties (Barkley, 1990). Despite its wide use, the CTRS has been 
criticized for its item coverage being limited primarily to conduct problems 
(DuPaul et al, 1991).
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Although parent and teacher ratings are essential to the detection and 
diagnosis of ADHD in children, they may be less sensitive measures for 
adolescents due to the changing relationship between adolescents and their parents 
and teachers (Barkley, 1990; Conners, 1985). For example, teachers and parents 
have limited contact with adolescents since more time is spent outside the home 
(e.g., extracurricular and social activities) and classroom (e.g., multiple teacher with 
limited contact) (Edelbrock, Costello, Dulcan, Kalas, & Conover, 1985; Murphy & 
Pelham, 1989). Therefore, parents and teachers may have insufficient opportunities 
to observe and evaluate target behaviors. Similarly, certain subjective or covert 
variables (e.g., restlessness, concentration) may be more appropriately assessed 
through self-report (Barkley, 1990; Conners, 1985; Murphy & Pelham, 1989).
Also, it is often impractical and difficult to obtain and interpret all teacher reports 
of adolescent behavior (DuPaul et ah, 1991; Ralph & Barr, 1989). Finally, since 
the behavior of ADHD adolescents tends to vary across time and situation (Clampit 
& Pirkle, 1983), it seems necessary that clinicians consider multiple sources of 
information, including self-report, when evaluating the ADHD adolescent (Barkley, 
1990; Brown & Borden, 1986; Conners, 1985; DuPaul et al., 1991).
Various self-report measures also have been recommended for use with the 
evaluation of ADHD in adolescents (e.g., Conflict Behavior Questionnaire; Robin 
& Foster, 1989; Youth Self-Report; Achenbach & Edelbrock, 1987, 1991b) 
(Barkley, 1990; DuPaul et al., 1991). These measures are often used for screening 
of associated symptomatology (e.g., anxiety, depression, thought problems, parent- 
adolescent conflict) and are not circumscribed ADHD questionnaires (Barkley,
1990). For example, factor analyses failed to produce separate factors for ADHD 
core symptoms on the Youth Self-Report (Achenbach & Edelbrock, 1991b).
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Instead, the Youth Self-Report has only one subscale, Attention Problems, which 
briefly screens for ADHD characteristics.
In contrast, two self-report scales were specifically developed for 
adolescents with ADHD: the ADD-H Adolescent Self-Report Scale (Conners & 
Wells, 1985) and the Self-Evaluation (Teenager's) Self-Report (Gittelman, 1985). 
These measures appear useful for the evaluation and diagnosis of ADHD in 
adolescents; however, they both lack normative and psychometric data. 
Additionally, their item content stemmed from DSM-III (APA, 1980) criteria which 
have since been revised. In light of these criticisms, the research and clinical utility 
of the two instruments is extremely limited. To address the need for a self-report 
behavior rating scale of ADHD symptoms based on current diagnostic criteria, 
researchers developed the Adolescent Behavior Checklist. (Adams, Kelley, & 
McCarthy, 1993).
The AdolescentBehavior Checklist (ABC! (Adams et al.. 1993). The ABC 
is a 48-item measure of ADHD symptoms and characteristics of Conduct Disorder, 
Oppositional Defiant Disorder, and related adjustment difficulties (e.g., social, 
academic). Items were derived from DSM-III-R (APA, 1987) diagnostic criteria 
(ADHD, CD, ODD), existing parent-report, teacher-report, and self-report 
questionnaires, and information provided in the ADHD adolescent outcome 
literature (e.g., social concerns, poor academic performance). Initial psychometric 
results demonstrated that the ABC is an internally consistent measure (Cronbach's 
alpha = .94). Also, the construct validity of the ABC was supported by a 
theoretically consistent and meaningful factor structure. The factors obtained from 
42 of the 48 items consisted of Conduct Problems, Impulsivity/Hyperactivity, Poor 
Work Habits, Inattention, Emotional Lability, and Social Problems. All factors
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contained only theoretically-related items which lends to their individual 
interpretation. Finally, initial evidence for the convergent and divergent validity of 
the ABC was demonstrated by correlations between ABC factor scores and 
subscale scores on the Youth Self-Report (YSR; Achenbach & Edelbrock, 1991b) 
(Adams et at., 1993).
The ABC offers several advantages over existing adolescent-report 
measures. First, the ABC is the only available instrument which was specifically 
developed for the assessment of ADHD adolescents and has demonstrated initial 
psychometric properties. Second, its item content is based on recent diagnostic 
criteria for ADHD and related disorders. Third, the ABC is useful in assessing the 
extent to which other problem behaviors related to ADHD exist with this 
population. Finally, the ABC appears to be more simple and brief than existing 
self-report measures used with ADHD adolescents (e.g., Youth Self-Report, Issues 
Checklist).
DuPaul, Guevremont, and Barkley (1991) discussed various limitations of 
using adolescent self-report measures. They indicated that the reliability and 
validity of self-report scales typically has been demonstrated to be inferior to that of 
parent- and teacher-report questionnaires. Furthermore, the authors cited that 
adolescent ratings on the Interaction Behavior Questionnaire and Issues Checklist 
(Robins & Foster, 1989) failed to discriminate ADHD adolescents and normal 
adolescents in one study (Barkley, Fischer, Edelbrock, & Smallish, 1991).
Although this study utilized these questionnaires to discriminate ADHD 
characteristics in adolescents, the measures were designed to assess parent- 
adolescent conflict and not ADHD symptomatology per se. Therefore, the 
inference that adolescent self-report questionnaires lack discriminant validity for
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ADHD based on this finding seems limited by the nature of the questionnaires 
themselves. In order to adequately evaluate the clinical utility of self-report, 
research should utilize questionnaires that have been developed for the assessment 
of ADHD symptomatology in adolescence and that demonstrate satisfactory 
psychometric properties.
Summary and Purpose
Demonstration of the ABC’s clinical utility would provide support for the 
use of self-report in the assessment of ADHD adolescents. Preliminary evidence 
suggests that the ABC differentiates between those adolescents exhibiting 
significant difficulties on other questionnaires (e.g., Youth Self-Report) and those 
adolescents not having significant problems (Adams et al., 1993). Also, the 
correlations between the ABC and measures of similar and dissimilar constructs 
supported its convergent and divergent validity (Adams et al., 1993). However, 
further evidence of psychometric properties is needed to support the clinical and 
research utility of the ABC. Specifically, information is needed regarding the 
discriminant validity and criterion-related validity of the ABC using diagnosed 
clinical samples. The present study will attempt to address these needs by 
evaluating the following purposes and hypotheses:
(1) The first purpose is to assess the discriminant validity of ABC scores 
utilizing three groups: (a) adolescents diagnosed as ADHD; (b) adolescents 
diagnosed with current affective and/or anxiety disorders (psychiatric controls); 
and, (c) normal adolescents. It is hypothesized that the ABC will demonstrate 
adequate specificity and sensitivity in classifying subjects into these three groups. 
Also, it is hypothesized that ADHD subjects will obtain significantly higher ABC 
scores than psychiatric control and normal control subjects.
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(2) Since the Youth Self-Report is the most widely-used self-report 
instrument for assessing ADHD characteristics, it is of interest as to whether the 
ABC could be an alternative self-report questionnaire to the Youth Self-Report in a 
multi-informant assessment of ADHD adolescents. Therefore, the second purpose 
is to determine whether the ABC classifies subjects more accurately than does the 
Youth Self-Report, both individually and along with common parent-report 
measures. The rationale for performing analyses with the self-report questionnaires 
(ABC or YSR) along with parent-report measures is to compare the relative utility 
of the ABC and the YSR in conducting diagnostic assessments from a multiple 
informant perspective. It is hypothesized that the ABC will classify more subjects 
accurately than the Youth Self-Report in both types of discriminant analyses.
(3) The third purpose is to evaluate the criterion-related validity of the ABC 
by examining its correlations with measures of related and unrelated constructs. It 
is hypothesized that correlations will be: high with same-informant, similar 
measures; modest with different-informant, similar measures; and, low with 
dissimilar measures (either informant).
METHOD
Subjects
A total of 120 pre-adolescents and adolescents between the ages of 11 and 
17 years participated in this study. Based on group inclusion criterion (described 
below), the sample used in this study consisted of 60 pre-adolescents and 
adolescents with a mean age of 13.1 years (SD=2.0). The parent(s) of these 
adolescents also participated (59 mothers and one father). The sample consisted 
primarily of Caucasian adolescents (93% Caucasian, 7% ethnic minorities) from 
middle-class families as measured by Hollingshead Four-Factor Index (Mean=46.0; 
SD=10.9; Hollingshead, 1975). Specific sites included psychiatric hospitals, 
private practice psychology and psychiatry clinics, medical hospitals, and schools 
for children with learning and/or behavioral disorders. Additionally, subjects were 
obtained through newspaper advertisements and through contact with 
undergraduate university students (who received extra credit for subject 
recruitment).
In order to participate, subjects must have had an estimated IQ greater than 
70. If an intellectual assessment was not available, the adolescent's IQ was 
estimated with the vocabulary subtest of the Wechsler Intelligence Scale for 
Children-Third Edition (WISC-III; Wechsler, 1991). In the WISC-R (Wechsler, 
1974), the vocabulary subtest has been found to be highly correlated with the full 
scale IQ score (Sattler, 1988). Participating adolescents received an opportunity to 
win donated activity certificates (e.g., movies, arcade) and monetary rewards in a 
lottery. Subjects were placed in one of three groups based on summary diagnoses 
defined by data obtained in structured psychiatric interviews. Criteria for summary 
diagnoses are operationally defined below.
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ADHD Group (ADHDY This group consisted of 20 adolescents (14 males, 
6 females) between the ages of 11 and 17 years (Mean=12.8; SD=1.9). The ADHD 
subjects met the following intake criteria: (1) received a referral for evaluation of 
ADHD characteristics; and, (2) obtained DSM-III-R diagnostic criteria for ADHD 
based on the Diagnostic Interview for Children and Adolescents-Revised-Parent 
and Adolescent forms (DICA-R-P; DICA-R-A; Reich et al., 1991). A portion of 
the ADHD subjects also qualified for other disruptive behavior diagnoses 
(Oppositional Defiant Disorder or Conduct Disorder) (60%) or specific phobias 
(40%) on parent and/or adolescent interview. No ADHD subjects qualified for any 
current affective or general anxiety disorder based on the information provided by 
the adolescent structured interview. Fifty-five percent of the ADHD participants 
currently were taking psychotropic medication. The mean grade point average for 
this group was 2.1 (SD=1.2), 25 percent of the subjects were enrolled in special 
education services, and 20 percent had repeated at least one grade.
Psychiatric Control Group (PSYC). This PSYC group consisted of 20 
adolescents who were diagnosed with at least one current affective and/or anxiety 
disorder and were not diagnosed with ADHD. Psychiatric control participants 
included four males and 16 females between the ages of 11 and 17 years 
(Mean=13.8; SD=2.0). The literature suggests that many depressed adolescents 
exhibit oppositional-defiant characteristics and conduct problems (e.g., Norvell & 
Towle, 1986). Consistent with these findings, 25 percent of the psychiatric control 
subjects displayed oppositional-defiant behavior and 10 percent of them minimally 
met criteria for Conduct Disorder on parent and/or adolescent interview; however, 
these behaviors did not constitute the adolescent's primary diagnosis. Based on the 
suggestions made by Reich and Earls (1987), affective and/or anxiety diagnosis(es)
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were ascertained from the DICA-R adolescent interview alone (Reich et al., 1991); 
whereas, exclusion diagnoses (ADHD, Conduct Disorder) were obtained from both 
the DICA-R parent and adolescent interviews. Using the adolescent interview data, 
psychiatric control participants were placed into one of the following categories: 
Anxiety Disorder (Overanxious Disorder, Separation Anxiety Disorder, Avoidant 
Disorder, Obsessive-Compulsive Disorder, Post-Traumatic Stress Disorder, Social 
Phobia), (n=9) or Affective Disorder (Major Depression, Dysthymia) (n=6), or 
Mixed (Anxiety and Affective Disorder) (n=5). Sixty-five percent of the 
psychiatric control subjects currently were taking psychotropic medication. The 
mean grade point average for this group was 2.1 (SD=1.0), with one PSYC 
participant receiving special education services. Twenty percent of these 
adolescents had repeated at least one grade.
Normal Control Group fNORMf This group consisted of 20 adolescents 
(10 males; 10 females) between the ages of 11 and 17 years (Mean=12.9; SD=2.1). 
Normal control subjects had no history of receiving psychological/psychiatric 
services for a psychiatric diagnosis and did not meet diagnostic criteria for any 
current psychiatric disorder using the DICA-R-P and DICA-R-A (Reich et al.,
1991). The mean grade point average for the NORM group was 3.0 (SD=0.8), with 
one subject receiving special education services. Only one subject had repeated a 
grade.
Procedure
Subjects received a brief description of the purposes and procedures of the 
study. Informed consent was obtained from adolescents and parent(s) who 
expressed interest in participation. For adolescent inpatients in the ADHD and 
PSYC groups, initial contact was made soon after hospital admission when the
23
initial assessment by the attending psychiatrist and/or psychologist had been 
completed. The medical or psychiatric/psychological charts of participants were 
reviewed to ascertain diagnoses given by clinicians who were independent of the 
study.
Participating families completed a battery of questionnaires and took part in 
structured interviews. Adolescents completed the Adolescent Behavior Checklist 
(ABC; Adams et al., 1993), Youth Self-Report (YSR; Achenbach & Edelbrock, 
1991b), Reynolds Adolescent Depression Scale (RADS; Reynolds, 1986), and 
Revised Child Manifest Anxiety Scale (RCMAS; Reynolds & Richmond, 1992). 
The parent completed the Child Behavior Checklist (CBCL; Achenbach & 
Edelbrock, 1991a), Conners Parent Rating Scale-48 (CPRS-48; Conners, 1989), 
and a demographic questionnaire.
Both the parent and adolescent participated in a separate structured 
diagnostic interview (DICA-R-P or DICA-R-A; Reich et al., 1991). The average 
time to complete the structured interview was 63 minutes (SD=22) and 60 minutes 
(SD=25) for the parent and adolescent, respectively. Interviews were conducted by 
the primary researcher and graduate level psychology students. Interviewers were 
trained according to procedures given in the DICA-R manual. All interviews were 
audiotaped in order to calculate inter-rater reliability on a randomly selected 
subjects. Interviewers were blind to the subjects' scores on objective questionnaires 
(including the ABC) and the medical/psychiatric/psychological chart information 
(e.g., subjects' psychiatric diagnosis). As a function of data collection procedures, 
normal versus clinical status was apparent to the interviewer simply by the site of 
the interview (e.g., psychiatric hospital).
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Measures
Diagnostic Interview for Children and Adolescents-Revised-Parent Version 
fDICA-R-P) and Adolescent Version (DICA-R-A). The DICA-R (Reich et al., 
1991) is designed for use with children between the ages of 6 and 17 years. The 
DICA-R is a revised version of the DICA based on the DSM-III-R (APA, 1987) 
diagnostic criteria. It consists of a child version (ages 6-12 years), adolescent 
version (ages 13-17 years), and parent version (parents of both age groups). All 
three versions ask the same diagnostic questions in the same order with only 
wording and examples (for Child and Adolescent versions) differing slightly to 
make the questions age-appropriate. To maintain consistency across subjects, the 
DICA-R-A version was used for all subjects regardless of age for the purposes of 
this study. Because of its recent revision, the DICA-R has limited but satisfactory 
evidence of psychometric properties (Kaplan & Reich, 1991). The DICA-R was 
used to make diagnostic decisions for subjects because the interview obtains 
information (e.g., onset of symptoms) required for making DSM-III-R diagnoses. 
As the DICA-R is a structured interview, expectation bias of the interviewer is 
reduced. Barkley (1993) published preliminary DSM-IV criteria for ADHD, 
Oppositional Defiant Disorder, and Conduct Disorder, and questions regarding 
these criteria were added to their respective sections in the DICA-R interviews.
Adolescent Behavior Checklist (ABC) fsee Appendix). The ABC is 
designed to assess ADHD and associated features in adolescents between the ages 
of 11 and 17 years (Adams et al., 1993). The ABC consists of 48 items, 42 of 
which yield a total ABC score and six factor scores (Conduct Problems, 
Impulsivity/Hyperactivity, Poor Work Habits, Inattention, Emotional Lability, 
Social Problems). Adolescent respondents are instructed to rate each item on a 4-
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point Likert scale with respect to the degree that he or she has experienced that 
problem in the past six months: "not at all" (0), "just a little" (1), "pretty much" (2), 
and "very much" (3). As discussed previously, its initial psychometric properties 
are satisfactory (Adams et al., 1993). Seven scores were calculated: total ABC 
score and six factor scores.
Child Behavior Checklist (CBCIA The CBCL is a parent-report measure of 
general psychopathology for children between the ages of 4 and 18 years 
(Achenbach & Edelbrock, 1991a). The scale contains 118 items rated on a 3-point 
Likert scale (0=not true; 2=very true) which yield two broad-band factors 
(Internalizing, Externalizing) and eight narrow-band factors (Withdrawal, 
Anxious/Depressed, Thought Problems, Somatic Complaints, Social Problems, 
Attention Problems, Delinquent Behavior, Aggressive Behavior). Total scores and 
T-scores were calculated for each of the aforementioned factors. Given the limited 
range in T-scores, raw scores were utilized in statistical analyses. The measure has 
proven to be reliable and valid with an adolescent population (Achenbach & 
Edelbrock, 1991a). Achenbach and Edelbrock found that mean test-retest 
reliability estimates of subscale scores were .89 (Range=.82-.95) and .49 
(Range=.30-.60) for a one-week and seven-month interval, respectively. Internal 
consistency estimates ranged from .62 (Thought Problems; Boys 4-11) to .92 
(Aggressive Behavior) for the CBCL subscales. Finally, the CBCL has proved to 
discriminate between children referred for mental health services and non-referred 
children (Achenbach & Edelbrock, 1991a).
Youth Self-Report fYSRl. The YSR is a 118-item self-report measure of 
general psychopathology in adolescents aged 11-18 years (Achenbach &
Edelbrock, 1991b). The YSR is comparable to the CBCL and produces the same
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broad-band and narrow-band factors as the CBCL. Similarly, raw scores were 
utilized in statistical analyses given the limited range in T-scores. Satisfactory 
psychometric properties have been demonstrated for the YSR (Achenbach & 
Edelbrock, 1991b). Specifically, mean test-retest reliability estimates were .72 (one 
week interval) and .49 (seven month interval) for a general population sample. The 
test-retest reliability estimate over a six month interval was .69 for the Total 
Problem Score of a clinical sample. Internal consistency estimates (coefficient 
alpha) ranged from .59 (Withdrawn) to .90 (Anxious/Depressed; Girls). As is true 
for the CBCL, the YSR has been shown to differentiate between referred and non­
referred samples (Achenbach & Edelbrock, 1991b).
Conners Parent Rating Scale-48 fCPRS-481. Parents completed the CPRS- 
48, a parent-report measure of conduct and behavior problems in children aged 3- 
17 years (Conners, 1989). The measure is a revised version of the original CPRS 
(Conners, 1970). The CPRS-48 consists of 48 items rated on a 4-point Likert scale 
(0=not at all; 3=very much) which yield six subscales: Conduct Problem, Learning 
Problem, Psychosomatic, Anxiety, Impulsive-Hyperactive, and Hyperactivity 
Index. Total raw scores and T-scores (based on age and gender) were calculated for 
each of the six subscales. The CPRS-48 has demonstrated adequate levels of 
reliability and validity (Conners, 1989). Correlations between mother and father 
ratings ranged from .46 (Psychosomatic) to .57 (Conduct Problem), with a 
correlation of .55 on the Hyperactivity Index. Item-total correlation coefficients 
ranged from .13 to .65 (Goyette et al., 1978), and the alpha internal consistency 
coefficient was .92 for the Hyperactivity Index (Sandberg, Wieselberg, & Shaffer, 
1980). Test-retest reliability has not been reported (Conners, 1989). Recent
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research has demonstrated that the CPRS-48 is sensitive to the effects of various 
treatment modalities such as stimulant drugs (e.g., Barkley et al., 1988).
Reynolds Adolescent Depression Scale (RADSL The RADS is a self-report 
measure for severity of depressive symptomatology in adolescents aged 12 to 18 
years (Reynolds, 1986). The instrument consists of 30 items which are rated on a 
4-point Likert scale (1-'almost never" to 4="most of the time"). A total point score 
was calculated and percentile rankings were obtained according to gender. The 
RADS has excellent normative data and psychometric properties. Internal 
consistency estimates have been uniformly high (coefficient alpha range=,92 to .96) 
with different samples of normal and depressed adolescents. Test-retest reliability 
estimates were .84 and .81 for six-week and 12-week intervals, respectively 
(Reynolds, 1986). Several studies have established the validity of the RADS by 
demonstrating high correlations with other self-report measures of depression (e.g., 
Beck Depression Inventory) and clinical interviews for depression (Reynolds,
1986).
Revised Children's Manifest Anxiety Scale fRCMASL The RCMAS is a 
self-report instrument designed to measure the level and nature of anxiety in 
children aged 6-19 years (Reynolds & Richmond, 1992). The RCMAS contains 37 
items in which the respondent indicates either "yes" or "no". A Total Anxiety T- 
Score and four subscale standard scores (Physiological Anxiety, 
Worry/Oversensitivity, Social Concerns/Concentration, Lie Scale) were obtained. 
The normative sample is targe and geographically-representative; however, it is 
predominantly composed of Caucasian children. Psychometric properties have 
been well-established (Reynolds & Richmond, 1992). Internal consistency 
estimates range from .83 to .85 for the Total Anxiety Score and ,50's to ,70's for the
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individual subscales. Test-retest reliability for the Total Anxiety Score was .68 at a 
nine-month interval with elementary school students. Finally, the RCMAS has 
demonstrated convergent validity with moderately high correlations with the State- 




Twenty percent of the audiotaped structured interviews were randomly 
selected and rescored by an interviewer who was blind to the original interview 
ratings and group placement. Percent agreement was calculated for the diagnoses 
obtained from the independent raters. In addition, percent agreement was 
calculated for symptom presence (across disorders) between the independent raters. 
This latter calculation was performed using only those symptoms rated as “present” 
by either or both raters so as not to artificially inflate the reliability estimate. 
Percent agreement was estimated by totaling those variables (diagnosis or 
symptom) agreed as present (agreement) divided by agreements plus 
disagreements, and multiplied by 100. Across all disorders, an average of 100% 
agreement was obtained for diagnostic categories and 94% agreement was found 
for individual symptoms. These agreement estimates are highly acceptable and 
suggest good reliability between interviewers.
Demographic Variables
A series of analyses of variances (ANOVAs) and chi-squares were 
performed on continuous and categorical data, respectively, to determine whether 
significant relationships existed between group membership and age, gender, race, 
and socioeconomic status. These analyses revealed no significant differences 
between groups with respect to race [}(2(2)=3.75, p > .05], age [E(2,59)=l .46, p > 
.05], grade [E(2,59)=1.91, p > .05], and socioeconomic status [E(2,57)=1.72, p > 
.05]. A significant main effect for group was found for gender [x (2)= 10.18, p < 





Interview Data. To examine the relationship between reported ADHD 
symptoms on the psychiatric interviews and the ABC, Pearson product-moment 
correlation coefficients were calculated between the number of ADHD symptoms 
reported on adolescent and parent interviews and the ABC factor scores. ADHD 
symptoms were divided into Inattention Symptoms (Att) and Hyperactive- 
Impulsive symptoms (Hyp) according to DSM-IV criteria. Correlations were 
conducted separately for those ADHD interview symptoms reported as “always 
having been a problem” (lifetime) and those symptoms reported as “currently being 
a problem” (current). Group means and standard deviations for symptom counts 
are shown in Table 1, and correlational results are presented in Table 2.
Results displayed in Table 1 confirmed group placement of subjects. 
Specifically, when using a more conservative alpha level (p < .01), the ADHD 
group obtained significantly higher inattention and hyperactivity-impulsivity 
symptom means than did the PSYC and NORM groups. In turn, the PSYC group 
had higher symptom means than did the NORM group, except for current 
hyperactivity-impulsivity symptoms on the adolescent interview. In Table 2, a 
more stringent alpha level of .001 was utilized to determine which correlation 
coefficients were significant and most meaningful for interpretation. Correlational 
results indicated a stronger relationship between ABC factor scores and lifetime 
symptoms reported on both parent and adolescent interviews. Correlation 
coefficients were higher for ABC factor scores with adolescent interview symptoms 
than with parent interview symptoms. This finding likely stems from the fact that 
the ABC and adolescent interview involve the same informant. Additionally,
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Table 1















ATT-Life 9.10(4.32)“ 4.10 (2.25)b 2.15(2.13)' 62.0 < .0001
ATT-Curr 6.25 (3.06)“ 2.75 (2.63)b 0.90(1.17)' 25.1 <.0001
HYP-Life 6.00(2.22)“ 1.55(1.54) b 0.50(0.61)' 66.6 <.0001
HYP-Cur 2.95(2.24)“ 1.20(1.36)b 0.30 (0.57)b 15.2 <.0001
Parent Interview fn=59i
ATT-Life 10.40(2.68)“ 6.16 (4.14)b 2.40 (2.44) ' 32.1 <.0001
ATT-Curr 9.55(2.84)“ 5.00 (4.20)b 1.65(1.84)' 32.9 <.0001
HYP-Life 7.25(2.02)“ 2.26 (2.68) b 0.60(0.88)' 60.2 <.0001
HYP-Curr 5.20(2.40)“ 1.47 (2.01 ) b 0.25(0.55)' 39.6 <.0001
Note: ATT=Attention symptoms; HYP=Hyperactive and Impulsive Symptoms; 




Correlation Coefficients for ABC Total and Factor Scores with ADHD Symptoms 
on Structured Interviews
ABC Scores
Criterion TOT COND IMP PWH INATT EMOT SOC
Adolescent Interview (n=60)
Att-Life .60* .50* .43*
Att-Curr .47* .37 .34
Hyp-Life .60* .53* .61*
Hyp-Curr .46* .40 .55*
Parent Interview fn=59'i
Att-Life .32 .28 .12
Att-Curr .36 .33 .13
Hyp-Life .47* .47* .42*
Hyp-Curr .31 .40 .26
.55* OO * .40 .40
.47* .31 .30 .37
.41* .38 .32 .45*
.26 .22 .27 .35
.42* .31 .13 .19
.41* .35 .21 .22
.35 .29 .29 .26
.20 .17 .21 .12
Note: *Correlation is significant at p <.001. Att=Inattention symptoms; 
Hyp=Impulsive/Hyperactive symptoms. Life=Lifetime; Curr=Current.
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hyperactive-impulsive interview symptoms correlated best with ABC factors 
related to these behaviors (e.g., Impulsivity/Hyperactivity) while inattention 
interview symptoms correlated most with factors assessing these behaviors (e.g., 
Poor Work Habits, Inattention).
Questionnaire Data. To investigate the criterion-related validity 
(convergent and divergent) of the ABC, Pearson product-moment correlation 
coefficients were computed between ABC total and factor scores and subscales 
scores for the following criterion measures: CBCL Internalizing Behavior 
(CBCInt), CBCL Externalizing Behavior (CBCExt), CBCL Attention Problems 
(CBCAtt), YSR Internalizing Behavior (YSRInt), YSR Externalizing Behavior 
(YSRExt), YSR Attention Problems (YSRAtt), CPRS Hyperactivity Index 
(CPRHyp), CPRS Conduct Problems (CPRCon), CPRS Somatic Problems 
(CPRSom), RADS, and RCMAS total scale. To control for experiment-wise error, 
Bonferroni's correction (within informant of criterion measure) was utilized in 
determining significant probability levels for correlation coefficients. Table 3 
shows the correlation coefficients and their significance levels.
Significance of correlation coefficients was determined by using a 
conservative alpha level (p < .001) to best discern those coefficients which 
indicated the most meaningful relationships between variables. Correlational 
results suggested that ABC factor scores correlated best with measures of similar 
constructs from the same informant (e.g., r = .83 for ABC Conduct with YSR 
Externalizing Behavior) and least with measures of dissimilar constructs from 
different informants (e.g., t  = .00 for ABC Impulsivity/Hyperactivity with CBC 
Internalizing Behavior). Moderate correlations were obtained between ABC scores
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Table 3
Correlation Coefficients for ABC Scores with Questionnaire Criterion Measures
ABC Scores
Criterion TOT COND IMP PWH INATT EMOT SOC
CBCInt .02 -.06 .00 -.07 .03 .33 -.02
CBCExt .44* .54* .28 .26 .28 .46* .25
CBCAtt .42* .41* .27 .33 .32 .38 .28
YSRInt 4 *. 00 * .36 .33 .19 .39 .67* .45*
YSRExt .72* .83* .59* .32 .41* .75* .48*
YSRAtt .75* .47* .63* .61* .69* .57* .43*
CPRHyp .48* .46* .33 .36 .36 .43* .32
CPRCon .46* .53* .31 .33 .27 .44* .25
CPRSom .23 .04 .18 .17 .22 .40* .03
RADS .44* .44* .23 .26 .34 .54* .42
RCMAS .47* .26 .35 .25 .47* .47* .48*
Note: * Correlation is significant at p <.001; CBCInt = CBCL Internalizing 
Behaviors, CBCExt = CBCL Externalizing Behaviors, CBCAtt = CBCL Attention 
Problems, YSRInt = YSR Internalizing Behaviors, YSRExt = YSR Externalizing 
Behaviors, YSRAtt = YSR Attention Problems, CPRHyp = CPRS Hyperactivity 
Index, CPRCon = CPRS Conduct Problems, CPRSom = CPRS Somatic Problems, 
RADS = RADS total raw score, RCMAS = RCMAS T-score for total raw score.
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and different-informant, similar-constructs (e.g., CBCL Attention Problems) and 
same-informant, dissimilar constructs (e.g., YSR Internalizing Behavior). 
Significant moderate correlations were found between ABC Emotional Lability and 
measures of depression (RADS), anxiety (RCMAS), and somatization (CRPS 
Somatic Problems).
Descriptive Statistics and Univariate Analyses
Means and standard deviations for item scores, factor scores, and total score 
of the ABC were calculated for each group. To assess group differences in ABC 
scores, seven separate analysis of variances (ANOVAs) were conducted using ABC 
total and factor scores as dependent variables and group status as the independent 
variable. Student Newman-Keul’s post-hoc comparisons were utilized to determine 
specific group differences. Means, standard deviations, and significant group 
differences with probability levels for ABC factor scores and total score are shown 
in Table 4.
As Table 4 indicates, the ADHD group obtained significantly higher scores 
than both the PSYC and NORM groups on the following factors: Conduct 
Problems, Impulsivity/Hyperactivity, and Social Problems. The ADHD group had 
significantly higher ratings on the Poor Work Habits, Inattention, and Emotional 
Lability factors than did the NORM group, but these values did not differ 
significantly from those of the PSYC group. Finally, the ADHD group obtained 
significantly higher total ABC scores than both the PSYC and NORM groups; 
whereas, the PSYC group had significantly higher total ABC scores than did the 
NORM group.
Means and standard deviations for item scores by group are presented in 
Appendix B. As shown in this Appendix, the ADHD group had significantly
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Table 4
Means and Standard Deviations for ABC Factor Scores and Total Score
Item/Score ADHD PSYC NORM
(n=20) (n=20) (n=20) E
Mean (SD1 Mean fSDl Mean fSDl (2,29) 12
Factor Score
Conduct Problems 7.6 (4.6)a 4.1 (4.1) b 2.1 (1.3) b 11.7 <.001
Imp/Hyp 12.6(6.0)“ 8.6 (5.8) b 6.7 (4.0)b 6.4 <.004
Poor Work Habits 11.3 (5.6)“ 8.4 (5.1)ab 5.9 (2.9)b 6.7 <.003
Inattention 9.1 (4.3)“ 7.4 (4.6) “b 5.2 (3.5)b 4.6 <.05
Emotional Lability 7.8 (2.7) “ 8.1 (3.4)“ 4.3 (2.3) b 11.0 <.001
Social Problems 2.9 (2.5) “ 1.5 (1.6) b 0.6 (0.6)b 9.0 <.001
Total Score 51.2(19.2)“ 38.0 (18.1) b 24.5 (9.7)c 13.5 <.001
Note:
Variables with different alphabetic superscripts are significantly different.
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higher item scores than did the PSYC and NORM group on items indicative of 
oppositional-defiant behavior (e.g., purposely disobey rules, lies to people) and 
hyperactive-impulsive symptoms (e.g., has trouble staying seated, has problems 
waiting turn). Although the ADHD group did not obtain significantly higher item 
scores than did the PSYC group on items reflecting inattention (e..g, has problems 
paying attention, loses things, is disorganized), the ADHD group scores on such 
items were significantly higher than those from the NORM group. However, 
extreme caution should be used when intepreting the significance level of the 
univariate tests given the large number of items and subsequent large number of 
univariate tests performed.
Discriminant Function Analyses
To determine the ability of the ABC scores to signficantly discriminate 
between groups, discriminant function analyses (DFA) were performed using 
scores from the ABC alone and the YSR alone. From a multi-informant 
perspective, the relative ability of the ABC versus the YSR in classifying subjects 
also was compared through the use of discriminant function analyses for the ABC 
or the YSR in conjunction with commonly-used parent-report measures of ADHD.
Data were screened to determine adherence to the following statistical 
assumptions of DFA: presence of outliers, linearity between predictors, 
multicollinearity and singularity among predictors, and homogeneity of variance- 
covariance between groups (Tabachnick & Fidell, 1989). Given equal sample 
sizes, analyses were robust to violations of multivariate normality. No univariate or 
multivariate outliers were detected within groups. Although relationships between 
predictors did not appear linear on all occasions, no curvilinear relationships were 
found. Therefore, power may be somewhat reduced with the DFA’s, but Type I
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error should not be increased. Low to moderate correlations were found between 
predictors, thus reflecting a lack of multicollinearity and singularity. Finally, the 
assumption of homogeniety of variance-covariance was evaluated with Box’s M 
statistic for each discriminant analysis. The statistic was found to be nonsignificant 
(p < .001; Tabachnick & Fidell, 1989) across analyses.
Additionally, given the significant group difference for gender, multivariate 
or univariate analyses of covariance (ANCOVA), with gender as the covariate, 
were performed to determine the necessity of controlling for gender in each of the 
discriminant analyses. Results from the MANCOVA revealed that significant 
group effects remained despite the use of gender as a covariate. Gender was a 
significant covariate for only one of the univariate tests (CPRS Hyperactivity 
Index). Since this variable is not used in isolation in a discriminant analysis, 
further analyses did not control for gender.
ABC. A direct discriminant function analysis was conducted using the 
ABC total score as the predictor of group status. One discriminant function was 
calculated [y2 (2) = 22.2, p < .001]. The total ABC score correctly classified 53% 
of the subjects according to initial group membership, which is higher than that 
correctly classified by chance alone (33%). Table 5 presents the classification table 
which describes the percentage of subjects classified according to their initial group 
membership with the use of the ABC total score.
Sixty-five percent of the ADHD subjects were correctly classified, with the 
remaining ADHD subjects being misclassified almost equally as PSYC or NORM 
subjects. Only 25 percent of PSYC subjects were classified appropriately; whereas, 
70 percent of the NORM subjects were classified correctly. None of the NORM 
subjects were misclassified as ADHD group members.
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Table 5
Group Classification Matrix Using Total ABC Score as the Predictor
Group n Predicted Group Membership
1 2 3
ADHD 20 13 (65%) 3(15%) 4 (20%)
PSYC 20 7 (35%) 5 (25%) 8 (40%)
NORM 20 0 (0%) 6 (30%) 14(70%)
Percent of “Grouped” Cases Correctly Classified: 53.33 %
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To evaluate the relative ability of the individual ABC factor scores as 
compared to a single summary score (ABC total) in discriminating between groups, 
a direct discriminant function analysis was then performed using all six of the ABC 
factor scores (Conduct Problems, Impulsivity/Hyperactivity, Poor Work Habits, 
Inattention, Emotional Lability, Social Problems) to predict group membership. 
Because the number of functions obtained is equal to one fewer than the number of 
groups, two discriminant functions were automatically computed, with a combined 
X2 (12) = 44.4, p < .001. After removing the first function (as they are orthogonal 
to one another), a significant association between groups and predictors remained 
for the second discriminant function, x2 (5) = 18.1, p < .01. The two discriminant 
functions accounted for 61% and 39% of the between-group variance, respectively. 
Note that in a DFA, the first discriminant function typically accounts for a 
substantially greater amount of variance than do subsequent discriminant functions.
Much like factor loadings in a factor analysis, the degree of the relationship 
between a predictor and a function is provided by the correlation loading matrix. 
Table 6 presents the correlation loading matrix between predictors (ABC factor 
scores) and the two discriminant functions. The loading matrix of correlations 
between predictors and discriminant functions suggests that Emotional Lability was 
associated with the second function; whereas, the remaining five factors were 
strongly associated with the first function.
By inspecting a plot of group centroids (mean discriminant function scores) 
for one function against the other, the investigator can visually inspect the extent to 
which each function maximally separates particular groups. Thus, the relative 
importance of predictors in separating groups can be determined by knowing which
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Table 6
Pooled Within-Groups Correlations Between ABC Factor Scores and Discriminant 
Functions
Discriminant Function 
Predictor Function 1 Function 2
ABC Conduct Problems .79 .27
ABC Social Problems .69 .24
ABC Impulsivity/Hyperactivity .58 .16
ABC Poor Work Habits .57 .28
ABC Inattention .45 .30
ABC Emotional Lability .42 .83
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predictors load highly on a function which is statistically significant and which 
maximally separates groups through graphic presentation. The graph for this 
analysis suggested that the first discriminant function maximally separated the 
ADHD group from the PSYC and NORM groups. The second function, with 
Emotional Lability as the only associated predictor, discriminated between the 
PSYC and NORM groups, with the ADHD group falling between these two groups. 
A total of 68% of subjects were classified correctly, which is considerably greater 
than that which would be classified by chance alone. Results are similar to those 
using the ABC total score; however, a substantially higher percentage (60%) of 
PSYC subjects were correctly classified using the individual factor scores. Table 7 
displays the classification matrix for this analysis.
YSR. The YSR Attention Problems subscale score (YSR-ATT) was used as 
a single predictor of group membership in a direct discriminant function analysis. 
One discriminant function was derived, % (2) = 16.7, p < .001. The YSR-ATT 
correctly classified 53% of the subjects according to their initial group membership. 
Results are almost identical to those using the ABC total score (see Table 5). 
Specifically, 65%, 25%, and 70% of the ADHD, PSYC, and NORM subjects were 
correctly classified, respectively. However, unlike the ABC analysis, two (10%) of 
the NORM subjects were misclassified as ADHD subjects. Table 8 presents the 
group classification matrix for the YSR-ATT.
Second, an additional direct discriminant function analysis was conducted 
which utilized three YSR scores as predictors: Attention Problems (YSR-ATT), 
Externalizing Behavior (YSR-EXT), and Internalizing Behavior (YSR-INT). Two 
discriminant functions combined for a x  (6) = 39.2, p < .001. After removing the 
first function, there was a significant association between groups and predictors for
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Table 7
Group Classification Matrix Using Six ABC Factor Scores as Predictors
Group n Predicted Group Membership
1 2 3
ADHD 20 13(65%) 3(15%) 4 (20%)
PSYC 20 2(10%) 12(60%) 6 (30%)
NORM 20 0 (0%) 4 (20%) 16(80%)
Percent of “Grouped” Cases Correctly Classified: 68.33 %
Table 8
Group Classification Matrix Using Youth Self-Report Attention Problems Score as 
the Predictor
Group n Predicted Group Membership
1 2 3
ADHD 20 13 (65%) 3 (15%) 4 (20%)
PSYC 20 6 (30%) 5 (25%) 9 (45%)
NORM 20 2(10%) 4 (20%) 14 (70%)
Percent of “Grouped” Cases Correctly Classified: 53.33 %
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the second function, % (2) = 13.8, p < .01. The two discriminant functions 
accounted for 67% and 33% of the between-group variance, respectively. The 
correlation loading matrix between predictors and discriminant functions is shown 
in Table 9.
The correlation loading matrix suggested that YSR-ATT and YSR-EXT 
were correlated with the first function and YSR-INT was strongly associated with 
the second function. Plotting the group centroids indicated that the first 
discriminant function maximally separates the ADHD group from the PSYC and 
NORM groups; whereas, the second function discriminates between the PSYC and 
NORM groups with the ADHD group falling between these two groups. Sixty-two 
percent of all subjects were correctly classified. Specifically, 75%, 50%, and 60% 
of the ADHD, PSYC, and NORM subjects correctly classified, respectively. The 
total classification rate was somewhat lower than that obtained with the individual 
ABC factor scores (see Table 7). The classification matrix for the YSR predictors 
is shown in Table 10.
ABC and Parent-Report Measures. From a multi-informant perspective, a 
direct discriminant function analysis was done using five variables as predictors of 
group status. To correspond with the ADHD indices available on the YSR, ABC 
predictors included only those factor scores measuring core ADHD 
symptomatology (Impulsivity/Hyperactivity, Inattention, Poor Work Habits).
These three ABC predictors were utilized jointly with the CBCL Attention 
Problems (CBC-ATT) and CPRS Hyperactivity Index (CPR-HYP) scores in the 
multi-informant discriminant analysis. Two discriminant functions were obtained, 
having a combined % (10) = 75.6, p < .001. After removal of the first function, the 
association between groups and predictors was not significant for the second
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Table 9




Function 1 Function 2




YSR Internalizing Behavior -.01 .99
Table 10
Group Classification Matrix Using Multiple YSR Scores as Predictors
Group n Predicted Group Membership 
1 2 3
ADHD 20 15(75%) 1(5%) 4(20%)
PSYC 20 4(20%) 10(50%) 6(30%)
NORM 20 3 (15%) 5(25%) 12(60%)
Percent of “Grouped” Cases Correctly Classified: 61.67 %
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function [x2 (4) = 1.7, p > .05]. The first discriminant function accounted for 99% 
of the variance between groups, and the second function accounted for 1%. The 
loading matrix of correlations between predictors and discriminant functions can be 
found in Table 11.
The correlation loading matrix indicated that the two parent-report measures 
(CPR-HYP, CBC-ATT) and the ABC Inattention factor were strongly correlated 
with the first function, while the ABC Impulsivity/Hyperactivity and Poor Work 
Habits factors were correlated with the second function. The first discriminant 
function appeared to maximally discriminate between ADHD and NORM groups, 
with the PSYC group falling in between these two groups. The second 
discriminant function did not appear to discriminate between groups, as supported 
by its lack of significance. A total of 83% of the subjects were classified correctly 
into groups. Eighty-five percent, 65%, and 100% of the ADHD, PSYC, and 
NORM subjects were correctly classified, respectively. None of the ADHD 
subjects were misclassified as NORM subjects, and only three (15%) were 
misclassified as PSYC subjects. The classification matrix for this analysis is 
displayed in Table 12.
YSR and Parent-Report Measures. The YSR-ATT along with the CBCL- 
ATT and CPRS-HYP were utilized in a direct discriminant function analysis. Two 
discriminant functions were found with the first one being significant [x2 (6) =
73.5, p < .0001] and the second one [x2 (2) = 1.2, p > .05] not significant. Over 99 
percent of the between-group variance was accounted by the first function, and less 
than 1% of the variance was accounted by the second one. The correlation loading 
matrix between predictors and discriminant functions is displayed in Table 13.
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Table 11
Scores with Discriminant Functions
Discriminant Function
Predictor Function 1 Function 2
CPRS Hyperactivity Index .88 -.15
CBCL Attention Problems .80 -.48
ABC Inattention .24 .07
ABC Impulsivity/Hyperactivity .27 .79
ABC Poor Work Habits .28 .38
Table 12
GrouD Classification Matrix Usine ABC ADHD Factors and Parent-ReDort Scores
as Predictors

















Percent of “Grouped” Cases Correctly Classified: 83.33 %
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Table 13
Pooled Within-Groups Correlations for YSR Attention Problems and Parent-Report 
Scores with Discriminant Functions
Discriminant Function 
Predictor Function 1 Function 2
CPRS Hyperactivity Index .91 -.06
CBCL Attention Problems .83 -.46
YSR Attention Problems .35 .84
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The correlations suggested that the parent-report variables (CPR-HYP, 
CBC-ATT) were strongly associated with the first function, while YSR-ATT was 
strongly correlated with the second function. By exploring a plot of the group 
centroids, it appeared that the first discriminant function maximally separated the 
ADHD group from the NORM group, with the PSYC group being placed in 
between these two groups. Corresponding with its lack of signficance, the second 
discriminant function did not appear to discriminate between groups. The YSR- 
ATT and parent-report measures correctly classified 78% of the subjects. Results 
were somewhat comparable to those using the ABC and parent-report measures 
(see Table 9); however, less ADHD subjects (70%) were correctly classified. Table 
14 displays the classification matrix for this analysis.
50
Table 14
Group Classification Matrix Using the YSR Attention Problems and Parent-Report 
Scores as Predictors
Group n Predicted Group Membership
1 1 2  3
ADHD 20 14 (70%) 6 (30%) 0 (0%)
PSYC 20 5 (25%) 13(65%) 2(10%)
NORM 20 0 (0%) 0 (0%) 20 (100%)
Percent of “Grouped” Cases Correctly Classified: 78.33 %
DISCUSSION
The Adolescent Behavior Checklist was developed to provide researchers 
and clinicians with adolescents’ self-reported perspectives of their behavioral 
difficulties. Preliminary psychometric data indicated that the ABC is a potentially 
useful self-report questionnaire which might provide additional information to a 
multi-method, multi-informant evaluation of ADHD characteristics (Adams, 
Kelley, & McCarthy, 1994).
In the current validity study, univariate analyses consistently revealed 
significant group differences for ABC scores. Results demonstrated that the 
ADHD group obtained significantly higher scores than did the psychiatric and 
normal control groups for the ABC Total Score and the following factor scores: 
Conduct Problems, Impulsivity/Hyperactivity, and Social Problems. The ADHD 
group received significantly higher scores on the Poor Work Habits and Inattention 
factors when compared to normal controls, but did not significantly differ from the 
psychiatric controls on these factors. Finally, both the ADHD and psychiatric 
control subjects had significantly higher Emotional Lability factor scores than did 
the normal control subjects.
For ABC items, the ADHD group endorsed significantly higher scores than 
did the psychiatric and normal controls for items reflecting oppositional-defiant 
behavior (e.g., disobeying rules) and hyperactivity and/or impulsivity (e.g., 
problems waiting turn). Although the ADHD group also had significantly higher 
scores than did the normal control group on items reflecting inattention, these 




On the whole, the ADHD group consistently obtained significantly higher 
ABC scores than did the normal controls across all factors and across items 
reflecting both hyperactivity/impulsivity and inattention. Yet, significant 
differences between the ADHD and psychiatric control groups were found only for 
factor and item areas other than inattention (e.g., conduct problems, hyperactivity, 
social problems). These findings are not surprising given that anxious and/or 
depressed adolescents are likely to experience significant difficulties with 
inattention and poor concentration (e.g., Schaughency, McGee, Raja, Feehan, & 
Silva, 1994). Indeed, the psychiatric control group reported a substantial amount of 
inattention symptoms (lifetime and current) on both the parent and adolescent 
interviews (e.g., approximately half the mean number of inattention symptoms 
reported by the ADHD group). Nonetheless, the parents and adolescents in the 
psychiatric control group did not report extensive hyperactive and impulsive 
symptomatology. Thus, the interview data and ABC scores suggest that the ADHD 
and psychiatric control groups overlap more with respect to symptoms of 
inattentiveness rather than hyperactivity and/or impulsivity characteristics.
Results from discriminant analyses generally suggested that the ABC is 
somewhat better than the YSR in its ability to discriminate ADHD subjects from 
psychiatric and normal controls. When comparing the analyses which utilized the 
ABC total score and the YSR Attention Problems score in isolation, both 
instruments obtained correct classification rates which were identical (53% of all 
subjects). Differences in results arose when using the ABC factor scores or YSR 
broad-band scores (Internalizing, Externalizing) along with Attention Problems in 
classifying subjects. First, for each respective questionnaire, correct classification 
rates for the total sample increased. Specifically, correct classification of ADHD
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subjects did not change from using the single summary score of ADHD symptoms 
(ABC total or YSR Attention Problems); however, a substantially higher proportion 
of psychiatric control subjects were correctly classified as compared to that using 
the single ADHD summary score alone.
Including measures of internalizing symptoms and emotionality (e.g., 
Emotional Lability on the ABC, Internalizing Behavior on the YSR) likely 
accounts for the improvement in classification when using factor scores as opposed 
to a single summary score measuring ADHD symptoms. In fact, for both the ABC 
and YSR analyses, the first discriminant function differentiated the ADHD group 
from the psychiatric and normal controls; whereas, the second discriminant 
function separated the psychiatric controls from the normal control subjects. 
Interestingly, the Emotional Lability factor on the ABC and the Internalizing 
Behavior score on the YSR were the only predictors associated with the second 
discriminant function on each respective analysis. The psychiatric control group 
obtained higher scores on these measures than did the normal controls, with the 
ADHD subjects falling in between these two groups. Thus, this finding supports 
that measures of emotionality are important in differentiating adolescents with 
ADHD from adolescents who are anxious and/or depressed. Given the substantial 
overlap in inattention symptoms across these two groups, measures of hyperactive- 
impulsive features in addition to emotional lability would seem best at 
distinguishing characteristics between these clinical groups. Overall, measures of 
inattention do not appear to distinguish between groups.
When used in a multi-informant assessment, discriminant analyses revealed 
that the ABC was somewhat more adequate at classifying subjects than was the 
YSR. When using the ABC factors which assess core ADHD symptomatology
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(Inattention, Impulsivity/Hyperactivity, Poor Work Habits) in conjunction with 
commonly-used parent-report measures of ADHD, a total of 83% of the subjects 
were correctly classified. In contrast, when using the YSR’s index of ADHD 
symptomatology (Attention Problems) in conjunction with the same parent-report 
measures, 78% of the total sample was correctly classified. More importantly, 
inspection of classification rates within groups indicated that the ABC analysis 
correctly classified more (15% higher) ADHD subjects than the YSR analysis. 
Indeed, six ADHD subjects (30%) were misclassified as psychiatric controls using 
the YSR analysis.
The dimensions along which groups were separated also differed slightly in 
these multi-informant analyses. The ABC Inattention factor along with the CPRS 
Hyperactivity Index and CBCL Attention Problems scores appeared to maximally 
separate the ADHD group from the normal control group. The remaining two ABC 
scores (Impulsivity/Hyperactivity, Poor Work Habits) in this analysis were 
associated with the second dimension or function which did not reliably 
discriminate between groups. And yet, only the parent-report measures (CPRS, 
CBCL) reliably separated the ADHD group from the normal controls in the YSR 
analysis. The YSR score (Attention Problems) was the only predictor associated 
with the second discriminant function which did not significantly discriminate 
between groups. Consequently, while at least one of the ABC scores significantly 
contributed to discrimination between groups, the YSR score did not. This finding 
likely results from the YSR having only one subscale with a limited number of 
items which measure ADHD symptomatology. Conversely, the ABC contains 
three separate factors which contain numerous items asssessing inattention, 
impulsivity, and hyperactivity.
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Nevertheless, the multi-informant results generally suggest that parent- 
report measures were better (e.g., have higher correlations with discriminant 
functions) at distinguishing between groups than were self-report questionnaires. 
These results are not uncommon in the existing literature. In fact, the intent of this 
study was not to utilize adolescent-report as a substitution for parent- and/or 
teacher-report in diagnosing ADHD. Instead, the purpose of this study was to 
evaluate the use of the ABC as an alternative self-report measure to be used in a 
multi-method, multi-informant assessment. As Dupaul and colleagues (1991) 
suggest, an adolescent’s perspective should not take the place of another 
informant’s view, but instead should be utilized as part of a comprehensive 
evaluation.
Finally, evidence for the convergent and discriminant validity of ABC 
scores was provided through correlational analyses using other questionnaires as 
criterion measures. Low correlation coefficients were found between ABC factor 
scores and dissimilar, parent-report measures. For example, correlation coefficients 
ranged from .00 to .07 between the CBCL Internalizing Behavior score and ABC 
factors (except for r=,33 with Emotional Lability). Likewise, the CPRS Somatic 
Problems score correlated .03 to .23 with ABC factors with the exception of .40 
with Emotional Lability. Interestingly, measures of depression (RADS) and 
anxiety (RCMAS) also correlated moderately with the Emotional Lability factor of 
the ABC. As items included on the Emotional Lability factor reflect poor anger 
and emotional control, it is not surprising to find that this factor has a moderate 
relationship with measures of anxiety, depression, and other internalizing 
behaviors.
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Moderate correlations were found between ABC factors and similar, parent- 
report or dissimilar, adolescent-report measures. For example, the CPRS 
Hyperactivity Index and CBCL Externalizing Behavior scores were moderately 
correlated (.4’s) with the ABC total score and ABC Conduct Problems score. 
Furthermore, the YSR Internalizing Behavior score was moderately correlated with 
the ABC total score and ABC Social Problems score. Lastly, highest correlation 
coefficients (,7’s-.8’s) were found between the ABC scores and similar, adolescent- 
report measures (e.g., YSR Attention Problems).
In summary, results from the current study support the discriminant validity 
of the ABC. Important group differences were found regarding ABC item and 
factor scores. The discriminant validity of the ABC was supported by classification 
rates which were much higher than those likely to be found by chance alone. When 
using the individual ABC factors and when using the ABC jointly with parent- 
report measures of ADHD, reliable discrimination between groups increased 
beyond that found with the ABC total score alone. Although the ABC does not 
appear to be as strong of a diagnostic measure as parent-report questionnaire data, it 
does seems comparable to existing self-report instruments such as the YSR.
The current study had several strengths. First, the experimental design 
utilized two control groups: psychiatric and normal controls. By including a 
psychiatric control group in addition to a normal control group, results could be 
interpreted regarding the sensitivity of the ABC scores to ADHD symptomatology 
as opposed to “general” clinical problems. Second, diagnostic groups were formed 
using structured diagnostic interviews with multiple informants. Additionally, 
suggestions based on empirical literature using the same structured interviews 
found in this study (e.g., Reich & Earls, 1987) were utilized in forming decision­
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making rules for diagnoses. Finally, psychiatric diagnoses were relatively 
homogeneous within groups, but heterogeneous between groups. Overlap between 
the two clinical groups occurred with respect to oppositional-defiant behavior, 
some conduct problems, and specific phobias. However, subjects included in the 
psychiatric control group did not meet criteria for ADHD diagnosis, and ADHD 
group members did not meet criteria for general anxiety and/or mood disorders. 
Keeping the clinical groups as distinct as possible regarding type of 
psychopathology helped to maximize the discriminative power of the predictors 
utilized.
Methodological limitations of the current study include: (1) use of a 
limited sample size, and (2) limited heterogenity of sample with respect to 
demographic characteristics and psychiatric features. The small sample size 
precluded running discriminant analyses with a larger number of predictors due to 
restricted power. For example, it would have been interesting to include all ABC 
factor scores along with several different parent-report variables (e.g., Internalizing 
Behavior, Externalizing Behavior, Attention Problems) in a discriminant function 
analysis. Since discriminative results improved substantially when comparing the 
use of a single, total score versus the use of several factor scores, perhaps 
expanding the number of variables would enhance classification. Indeed, 
expanding the number of variables would not require additional questionnaires to 
be completed by informants as such variables would include factors or subscales 
within those questionnaires already utilized.
In addition, the sample consisted primarily of middle-class, Caucasian 
adolescents. Generalization of results would have been enhanced if a more 
heterogeneous sample of demographic characteristics had been included. The
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gender distribution also differed significantly between clinical groups. Although 
the gender difference between the clinical groups was expected when considering 
epidemiological data (e.g., more males with ADHD, more females with 
anxiety/depression without extensive conduct problems), balance between groups 
would have improved the interpretability and clarity of results.
It should be noted that only 50% of all participating adolescents actually 
were included in the study sample. A substantial proportion of the participating 
adolescents were excluded from the sample due to co-morbid diagnoses. 
Specifically, many ADHD subjects obtained co-morbid anxiety and/or depressive 
diagnoses on structured interviews. To maintain the statistical strength in this 
study, these subjects had to be excluded since their psychiatric features combined 
those found in both the ADHD and psychiatric control groups. Thus, 
methodological confines of the current study sample may have precluded an 
assessment of those characteristics typically found in the general ADHD adolescent 
population.
In conclusion, findings from the present study support the research and 
clinical utility of the ABC. The ABC appears to provide information that is similar 
to and possibly more comprehensive for ADHD symptomatology than that yielded 
by the YSR. For instance, the ABC contains three factors assessing core ADHD 
symptomatology while the YSR contains only one subscale. The ABC factors 
separate the inattention symptoms from the hyperactive-impulsive ones, as does 
DSM-IV. On the contrary, the Attention Problems subscale of the YSR combines a 
limited number of both inattention and hyperactive-impulsive characteristics.
Furthermore, the ABC has several unique features not always found with 
the YSR and other self-report, general screening measures of psychopathology: (1)
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it was designed specifically for assessing ADHD, not general psychopathology, in 
adolescents; (2) it is brief and easy to score; and (3) it contains items which are easy 
to read and readily understood by adolescents as young as age 11 years. Empirical 
findings together with the aforementioned practical implications suggest that the 
ABC appears to be a viable, alternative, self-report assessment tool for ADHD 
adolescents.
Although extensive research has been conducted with the ADHD childhood 
population, a paucity of research findings continues to exist with ADHD 
adolescents. The assessment of ADHD adolescents is one particular area that is 
lacking consistent empirical attention. For example, further research is needed to 
strengthen diagnostic decision-making with adolescents presenting with ADHD, 
depressive, and/or anxiety symptomatology. In regard to the ABC, future research 
needs to cross-validate the results found in this study. Given the limited nature of 
the current study sample, cross-validation of these results are important in 
concluding whether the ABC reliably discriminates between ADHD adolescents 
and clinical and normal groups of adolescents. Moreover, future research with the 
ABC should include those subjects not found in the current study (e.g., ADHD 
adolescents with co-morbid internalizing behavior problems) in order to promote 
generalization of findings. Finally, given the recent publication of DSM-IV, it 
would be useful to determine the ability of ABC scores in discriminating the 
ADHD subcategories found in the most recent diagnostic manual.
Since empirical data has supported the reliability, validity, and clinical 
utility of the ABC scores, the Adolescent Behavior Checklist appears to be an 
appropriate measure of ADHD symptomatology in adolescents. Despite the 
multitude of ADHD assessment tools, the ABC appears to be a contending self-
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report measure given the lack of adolescent-report questionnaires specifically 
designed for this population. Indeed, if researchers and clinicians are to understand 
fully the needs and features of this adolescent population, future research must give 
consideration to the uniqueness of an adolescent presenting with ADHD and related 
difficulties.
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INSTRUCTIONS: The statements below describe different behavior problems. 
Read each item carefully and decide how much you think you have this behavior 
problem during the past 6 months: NOT AT ALL, JUST A LITTLE, PRETTY 
MUCH, or VERY MUCH. For each item, circle the number in the column that 
goes with your answer. PLEASE ANSWER ALL ITEMS.






1. I have difficulty sitting still. 0 1 2 3
2. I get excited easily 0 1 2 3
3. I say or do things without thinking. 0 1 2 3
4. I have trouble concentrating. 0 1 2 3
5. I don’t finish things I start. 0 1 2 3
6. I get frustrated easily. 0 1 2 3
7. I get angry easily. 0 1 2 3
8. I get into trouble with adults, such as 
principals, teachers, employers. 0 1 2 3
9. I argue with my family members. 0 1 2 3
10. I argue with people outside my family. 0 1 2 3
11. My moods change quickly. 0 1 2 3
12. I purposely break rules or disobey 
instructions. 0 1 2 3
13. I do dangerous things without thinking 
what might happen. 0 1 2 3
14. I’m afraid of losing control or becoming 
violent. 0 1 2 3
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15. I am stubborn or strong-willed. 0 1 2 3
16. I get into trouble with the police; I break 
laws. 0 I 2 3
17. I steal things. 0 1 2 3
18. I lie to people. 0 1 2 3
19. I skip school; I am truant. 0 1 2 3
20. I am disorganized. * 0 1 2 3
21. I have trouble making or keeping 0 1 2 3
22.
friends.
My mind wanders easily; I daydream. 0 1 2 3
23. I am easily distracted by noises. 0 1 2 3
24. I have trouble staying seated. 0 1 2 3
25. I have problems waiting my turn in 
games or group situations. 0 1 2 3
26. I forget to do my chores or other things 
I'm asked to do. 0 1 2 3
27. I often blurt out answers to questions 
before they are completed. 0 1 2 3
28. I talk too much. 0 1 2 3
29. I feel restless and nervous. 0 1 2 3
30. I cry easily. 0 1 2 3
31. I have difficulty learning in school. 0 1 2 3
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32. I have problems paying attention to 
instructions.
33. I interrupt others when they are 
speaking.
34. I lose things necessary to do my 
classwork (e.g., pencil, books).
35. I don’t complete my classwork.
36. I’m physically cruel to animals or 
people.
37. I swear or use bad language.
38. I disturb or annoy other people.
39. I blame others for my own mistakes.
40. I get into physical fights.
41. I waste time when studying.
42. Most of my friends are younger than I 
am.
43. 1 have problems remembering what I 
read.
44. My friends get annoyed with me.
45. I don’t get along well with peers of the 
opposite sex.
46. I don’t complete my homework.
Not Just A Pretty Very
At All Little Much Much
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
0 1 2  3
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Not Just A Pretty Very
At All Little Much Much
47. I make careless errors in my classwork
or homework. 0 1 2  3
48. My classwork or homework is sloppy. 0 1 2  3
APPENDIX B
MEANS AND STANDARD DEVIATIONS FOR ABC ITEM SCORES
Item/Score
Item
1. Have difficulty sitting still*
2. Get excited easily
3. Say/do things without thinking*
4. Have trouble concentrating
5. Don’t finish things*
6. Get frustrated easily
7. Get angiy easily*
8. Have trouble with adults**
9. Argue with family**
10. Argue with non-family
11. Change moods quickly**
12. Purposely disobey/break rules***
13. Do dangerous things
14. Is fraid of losing control
15. Is Stubborn
16. Get in trouble with police
17. Steal things
18. Lie to people**
ADHD PSYC NORM
(n=20) (n=20) (n=20)
Mean fSDf Mean fSDt Mean fSD^
1.5 (1.0) 0.8 (1.1) 0.8 (0.7)
1.8 (1.0) 1.7 (0.9) 1.5 (1.1)
1.8 (0.9)a 1.4(1.l ) ab 1.1 (0.5)b
1.7(1.1) 1.6 (0.8) 1.2 (0.7)
1.5 (1.0)a 0.9 (0.9)b 0.7 (0.6) b
1.7 (1.0) 1.9 (0.9) 1.2 (0.8)
1.7 (0.9)8 2.0 (1.1)8 1.1 (0.8) b
1.2 (1.2)8 0.6 (1.0)b 0.3 (0.4)b
1.7 (0.8) 8 1.8 (0.9) 8 1.0 (0.9) b
1.1 (1.1) 0.8 (0.7) 0.6 (0.6)
1.4 (1.0)8 1.7(1.1)8 0.7 (0.7) b
1.1 (1.0)8 0.4 (0.8) b 0.0 (0.0) b
0.8 (0.9) 0.6 (0.8) 0.2 (0.4)
0.3 (0.7) 0.5 (1.0) 0.1 (0.3)
1.4 (1.2) 1.4(1.1) 1.0 (1.0)
0.2 (0.4) 0.1 (0.3) 0.0 (0.0)
0.2 (0.4) 0.1 (0.3) 0.0 (0.0)
1.3 (0.9)8 0.6 (0.6)b 0.8 (0.6) b
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19. Skip school; truant
20. Is disorganized*
21. Trouble with friends**
22. Daydreams
23. Easily distracted
24. Has trouble staying seated**
25. Has problems waiting turn**
26. Forget to do chores/tasks*
27. Blurt out answers
28. Talk too much
29. Feel restless or nervous*
30. Cries easily**
31. Has difficulty learning*
32. Has problems paying attention*
33. Interrupts others*
34. Loses things*
35. Doesn’t complete classwork
36. Is physically cruel
37. Swears*
38. Disturbs or annoys others*
39. Blames others for mistakes*
40. Gets into physical fights**
41. Wastes time studying***
42. Has younger friends
43. Has problems reading
0.3 (0.7) 0.1 (0.3) 0.0 (0.0)
1.5 (1.2)° 1.4(1.1)8 0.6 (0.5)b
0.6 (0.8)8 0.4 (0.6)8 0.0 (0.0) b
1.6 (1.0) 1.3 (1.0) 1.3 (0.9)
1.7 (1.2) 1.6 (1.1) 1.2 (0.9)
1.6 (1.2)a 0.9 (1.1) b 0.4 (0.6) b
1.1 (1.0)a 0.4 (0.8)b 0.4 (0.5)b
1.8 (1.1) a 1.3 (0.7)ab 1.0 (0.7) b
1.1 (1.0) 0.6 (0.8) 0.7 (0.7)
1.7 (1.2) 1.4 (1.1) 1.0(1.1)
0.9 (1.0)ab 1.3(1.1)8 0.5 (0.7) b
0.7 (0.9) b 1.9 (1.3) 8 0.9 (0.9) b
1.5 (1.1) 8 1.1 ( l . I ) ab 0.5 (0.7) b
1.7 (1.1)a 1.2 (1.0)8b 0.8 (0.6)b
1.4 (0.9)8 0.9 ( l . l ) ab 0.6 (0.7)b
1.1 (1.0)8 0.8 (0.9)8b 0.4 (0.5)b
1.3 (1.1) 1.0(1.1) 0.6 (0.7)
0.3 (0.7) 0.1 (0.5) 0.0 (0.0)
1.6 (1.0)8 1 .0 (l.l)ab 0.7 (0.7) b
1.1 (0.9)8 0.6 (0.9) b 0.4 (0.5)b
0.9 (0.9) 8 0.5 (0.8)ab 0.2 (0.4) b
0.9 (0.9) 8 0.6 (0.9)8 0.1 (0.3)b
2.0(1.1)8 1.1 (0.9)b 0.9 (0.7) b
0.6 (0.9) 0.4 (0.8) 0.1 (0.3)
1.0 (0.8) 0.7 (1.0) 0.6 (0.8)
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44. Annoys friends*
45. Doesn’t get along with others
46. Doesn’t complete homework
47. Makes careless errors
48. Has sloppy schoolwork**
0.6 (0.5) a 0.3 (0.6) 0.2 (0.4)b
0.8 (1.1) 0.3 (0.6) 0.2 (0.5)
1.2 (1.2) 1.0(1.1) 0.6 (0.7)
1.2 (0.9) 1.1 (1.0) 1.1 (0.6)
1.3 (1.2)a 0.7 (0.8) b 0.4 (0.5) b
Note:
Variables with different alphabetic superscripts are significantly different;
* = p < .05; ** = p < .01; *** = p < .001.
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